Salt Lake City, Utah treatment impact not only physical health but also selfimage, employment, finances, emotional well being, family dynamics, and religious and spiritual beliefs. Although most patient interactions with health care professionals focus almost exclusively on physical health, it is widely recognized that emotional distress related to cancer reduces quality of life, interferes with compliance, increases cost of health care, and decreases satisfaction with care.
using the NCCN Distress Thermometer and problem checklist ( Figure 1 ). All breast cancer patients seen in the outpatient clinic were encouraged by trained medical assistants to complete the questionnaire. These medical assistants were educated on the NCCN Distress Management Guidelines and the function of the thermometer to screen patients for distress. Non-English-speaking patients were given the opportunity to perform the self-assessment with the assistance of an interpreter provided by the Huntsman Cancer Institute/University of Utah Hospital systems.
To complete the Distress Thermometer, patients were requested to look at a numerical scale and circle their level of distress on a scale of 0 to 10, with 0 indicating no distress and 10 indicating extreme distress. Patients were subsequently asked to identify areas of concern by marking a problem checklist consisting of 22 psychosocial stressors grouped into 4 categories on the questionnaire: 1) practical concerns, 2) physical concerns, 3) spiritual/religious concerns, and 4) emotional concerns ( Figure 1 ).
Patients were asked to give the questionnaire to the physician during their visit. No specific instructions were given to the physicians. The screens were placed in a central location in the clinic for follow-up by social workers. The questionnaire included a phone number to the social work department if patients wanted to discuss additional concerns.
Medical records were abstracted jointly by a social worker and the patient's physician. Data collected included demographics; comorbidities; original stage of disease; recurrence (none, locoregional, or distant); reason for the visit (initial evaluation, chemotherapy visit, routine follow-up visit, or evaluation of a specific concern/problem-focused visit); time since diagnosis; time since recurrence (if any); and initial therapy (e.g., lumpectomy, mastectomy, radiation therapy, chemotherapy, hormonal therapy).
Follow-Up Interviews
Patients who scored their distress at a level of 5 or greater received additional follow-up from a social worker. If a social worker was available at the time the screening tool was completed, additional time was spent with the patient at the clinic visit. If a social worker was not available patients were followed up by telephone within 1 to 2 weeks by a member of the social work team. In either case, social workers made an effort to delineate the cause of the stress, the impact on the patient, and current/potential coping strategies, and to devise a treatment plan. Subjects were asked to characterize the causes of distress as physical symptoms or psychological symptoms caused by cancer or treatment, family issues, financial, or other.
Statistical Analysis
Data about distress were analyzed using the WilcoxonMann-Whitney rank sum test (for 2-group comparisons) and Kruskal-Walis analysis of variance (for comparisons involving 3 or more groups). Two-group comparisons of binary outcome variables were performed using the Fisher exact test. Spearman rank correlation analysis was used for correlation analysis. All statistical analysis was performed by K. Boucher using Statistica 6 (StatSoft Inc, Tulsa, OK) statistical software.
Ethical Considerations
Data were collected as part of clinical care. Additional information obtained from patient records was blinded and strictly controlled to ensure the patients' right to privacy. Approval for data analysis was provided by the University of Utah Institutional Review Board.
Results
Patients diagnosed with breast cancer who completed the screening tool from July through October 2004 were included in the study. Questionnaires were provided to patients at each visit. Of 689 visits to a breast cancer clinic during this time, 576 (84%) questionnaires were returned, although 173 of these forms did not include a specific number on the thermometer and were therefore excluded from analysis. The remaining 403 screens were completed by 286 distinct patients.
The primary analysis was restricted to the first visits from the 286 distinct patients. Characteristics of patients who completed questionnaires are shown in Table 1 . All participants were women and 99% were Caucasian and English-speaking. Most were married. The mean age was 57. The number of women diagnosed with localized cancer was 241 (84%); 45 (16%) had metastatic disease.
The effects of several variables on distress were examined, including demographic data, reason for the visit (initial patient evaluation, chemotherapy, routine follow-up, problem-focused), time since diagnosis, original stage of disease, and initial treatment. The mean patient-reported distress score was 3.13. Age and marital status did not correlate with distress level, although a non-significant trend occurred toward less distress among patients married or living as married (mean, 3.06) compared with those who reported being single, divorced, or widowed (mean, 3.52; P = .29). Distress levels were slightly higher for patients presenting for an initial new-patient visit (mean, 3.15) and chemotherapy visits (mean, 3.38) compared than those without these comorbidities (mean, 2.97; P =.013).
Of the 286 subjects, 96 (34%) reported high distress (≥ 5 on a 10-point scale), although the cause for high distress could not be determined specifically from the screening tool. At in-person or telephone follow-up visits, subjects experiencing high distress were asked to categorize the major causes of distress with those undergoing routine follow-up visits (mean, 2.97), but not significantly so. Patients seen because of a specific new problem reported higher distress (mean, 6.27), but this reflected only 11 visits. A small number of patients relapsed during the 4-month study. The subjects seen within 2 months of a recurrence of cancer indicated more distress than the combination of the other groups (6.25 vs. 3.07); however, this category only included 5 patients. Distress did not decrease with time since diagnosis (P = .61). Original stage of disease and treatment had no impact on distress (P = .10).
In one study, 37 possible comorbidities were abstracted from patient charts. 5 Distress increased with increasing number of comorbidities, but the increase was not statistically significant (P = .61). The only comorbidity that significantly affected distress was a mental health disorder. Subjects with 1 or more of the 5 mental health comorbidities (depression, anxiety, bipolar disorder, substance abuse, and alcoholism) reported more distress (mean, 4.24) as cancer-related physical or psychological concerns, family concerns, or financial concerns. Most of those with high distress indicated both physical and psychological cancer-related distress ( Table 2) . Many of those with high distress have concerns with family and finances (20.8% and 24%, respectively). A highly significant correlation was seen among subjects reporting both psychological and physical distress (Spearman rank correlation = 0.37; P < 10 -8 ). Physical concerns were most commonly reported among the 286 women in this study (Table 3) , followed by fatigue (36.0%), sleep (32.5%), and pain (31.5%). Of the emotional concerns, 27.3% experienced worry, 23.4% experienced anxiety, 17.1% experienced frustration, and 15% experienced nervousness. Depression was reported by 12.9%, and other problems that may be a component of depression, such as difficulty concentrating, sadness, and loss of interest, were frequently seen. Financial and work concerns were also common.
Concern about sexuality and body image was analyzed in relation to type of breast surgery. An equal number of patients who underwent lumpectomy (13%) and mastectomy (12%) reported distress related to body image. No statistically significant relationship was seen between concerns about sexuality/body image and undergoing chemotherapy. Five of 25 patients (19.2%) who were undergoing chemotherapy reported sexuality/body image concerns. At other visits, 30 patients of 260 (11.5%) reported sexuality/body image concerns.
The study included 66 patients who had multiple visits, for a total of 183 visits. The average distress for these visits was 3.82. Of patients with one visit, 220 had an average distress score of 2.99. Patients with multiple visits had higher average distress than patients with one visit (P = .025). The 31 patients with metastatic cancer who had multiple visits also had a mean score greater than other patients.
Discussion
The first 4 months of experience with the Distress Thermometer confirmed the usefulness of the tool as a rapid screen for distress. It was acceptable to patients and had an 84% completion rate even with little input from clinic staff. The screen does not differentiate the specific reasons for distress, and patients with high distress require a more thorough psychosocial assessment. The authors did not observe, as expected, that patients with newly diagnosed, high-risk, or metastatic cancer experienced higher levels of distress, for several possible reasons. Numbers were too small in some of the subgroups to find statistical significance even when distress appeared higher. In addition, ordinary life stressors are often high enough to mask some of the added distress of a cancer diagnosis. Finally, patients with metastatic or otherwise highrisk cancer may simply learn to accept and cope with their disease and the uncertainties associated with it. Additional studies to evaluate this observation are important. Approximately one third of patients reported high distress, which the authors arbitrarily defined as a level of 5 or more. This correlates with previous research showing that 20% to 35% of cancer patients experience significant distress. 6, 7 Although not assessed specifically, the authors' subjective impression is that the distress scale frequently did not correlate with physician estimate of patients' distress. Although the authors expected that higher-risk disease would be associated with higher distress, the physicians did not find this to be significant. However, inquiry into the cause of distress in medically stable patients occasionally identified unsuspected psychosocial traumas. Examples include threat of physical harm from a patient's ex-husband, new responsibility for care of grandchildren, marital problems, and major financial struggles. In many cases, the authors were able to provide concrete assistance, including advice from hospital financial counselors, couples counseling from hospital social services, and referral for legal assistance.
The authors found the Distress Thermometer most useful as a prompt for the physician to inquire about psychosocial distress and to encourage a dialogue between patient and physician. Distress is under-recognized by physicians and under-reported by patients. The National Health and Medical Research Council of Australia noted that emotional concerns, such as fear of being burdensome or breaking down, inability to express feelings, and shame about inability to cope effectively, lead patients to avoid discussions with health care professionals. In turn, health care professionals reported that fear of causing pain, harm, or additional distress leads to reluctance to discuss psychosocial issues with patients. 8 The Distress Thermometer was a simple and powerful means to overcome these barriers.
The screen is most beneficial in conjunction with physician, nurse, and medical assistant observations. It encourages a dialogue between the health care staff and patients, addressing important psychosocial aspects of disease and wellness in treating people diagnosed with cancer. The authors' experience in using the Distress Thermometer with breast cancer patients validates the instrument's usefulness as a rapid screen and that it is best used with a multidisciplinary approach in which all disciplines share responsibility in the psychosocial aspect of care. Addressing psychosocial issues using this approach engenders feelings of validity for the patient and enhances the quality of care and overall patient satisfaction.
From a practical standpoint, the authors altered the use of the Distress Thermometer since its initiation. First, the tool itself was modified to clarify that it is for assessing distress rather than pain, because many patients recorded their level of pain rather than distress. Yes/no questions were deleted in favor of a simpler checklist and a "no change since last visit" option was added (Figure 2) . Second, the way the screen is presented to patients was formalized, because this may influence the patient's willingness to complete the Distress Thermometer. Although during the initial phase of using the tool medical assistants understood the purpose of the screen, they generally just handed it to patients with little Figure 2A explanation. Nurse managers and social workers have since developed a script to provide a consistent description of the screening tool and the value to the health care team. During new patient visits, physicians specifically ask about the responses on the distress screen. The authors believe that emphasizing the importance of psychosocial health early in the cancer exevaluation, referral to available community resources, or alignment with support groups for patients. Studies have shown the benefits of psychosocial care to the patient, loved ones, health care staff, and health care systems. Early screening for and detection of distress help patients identify stressors so they can reframe and begin to more effectively cope with stress. Patients gain perience will translate into improved care throughout patient's entire course.
Third, on subsequent clinic visits, the medical assistant asks about distress level at the same time the pain level is recorded and vital signs are taken, making distress the sixth vital sign. If the self-reported distress is more than 4, the patients are asked to complete the problem checklist.
Finally, the authors have on-site social workers as accessible as possible. The breast cancer social worker has a workstation in the clinic workroom where she is available for immediate consultation when necessary. This has been invaluable in patient care.
In the health care field where limited resources are available and a growing number of people are diagnosed with cancer, providing a psychosocial assessment to all patients is unrealistic. The screen improves the use of limited social work resources by recognizing and monitoring distress and triaging patients to the appropriate resources. Determining the source and severity of patients' distress can aid the oncology team in providing individual or couples' counseling, psychiatric confidence and crises are averted when they are guided through the discovery process by someone with whom they can identify and when resources are made readily available. The NCCN Distress Thermometer encourages patients to pay attention to their distress in the same way they do their physical health. Early identification of and intervention for distress is an important part of patient care, healing, and overall quality of life.
